Aim: In this study, we aimed to measure the quality of life of adults over 45 years old living in Silivri district of Istanbul and to show the relation with sociodemographic factors.
INTRODUCTION
The rapid increase in the length of life is one of the most important reasons for the increased prevalence of noncommunicable disease in the elderly (Barros, César, Carandina, & Torre, 2006) . Despite the increase in noncommunicable diseases, the health of the elderly population can be kept at a good level and they can remain in a position to maintain their basic needs, their role in society and their earnings (Ramos, 2003) . For these reasons, it is one of the biggest problems of public health to enhance the number of years in which the elderly are living healthy (Lima et al., 2009) .
The promotion of health is a process that aims to control and foster human health. It doesn't focus on individual act, but it moves towards a large spectrum of social and environmental interventions (WHO, 2018) .
One of the ways of promoting health is to increase the quality of life. The assessment of status is always at the very front on the way to planning a better quality of life (Mallmann, Galindo Neto, Sousa, & Vasconcelos, 2015) .
There are some demographic factors that can effect both the promotion of health and the quality of life, such as education, age and gender. On the other hand, chronic illnesses and obesity are among the factors -other than demographic factors -which affect health. There are numerous articles interested in the relationship between chronic diseases and the quality of life (Van Son, De Vries, Roukema, & Den Oudsten, 2013) .
Obesity is a public health problem with enhancing prevalence and is one of the important causes of high morbidity and mortality in chronic diseases. In many cross-sectional studies, obesity has been shown to be associated with impairment in physical functions, one of the indicators of health-related quality of life (Frank, Andresen, & Schmid, 2004) .
Gender and age are the permanent factors which can influence health status and the quality of life. It has become especially important today to determine the age related health problems among the young population and aged population, in particular in connection with the transformation of the demographic structures of communities into samples of aged populations. Studies carried out in Canada and Sweden report that the decrease of the SF 36 is in line with the increase of age among males (Pinar, 2005) . Turkey is a country where the population is rapidly aging. The median age was 19.9 in Turkey in 1980 (Yakar, 2014 ; according to TÜİK data, the median age rose to 31.7 in 2017 (Türkiye İstatistik Kurumu Başkanlığı, 2018b). The median age for population projections made in Turkey predicts that the median age will rise to 33.5 in 2023; to 38.5 in 2040; It is predicted that in 2080 it will be 45 years (Türkiye İstatistik Kurumu Başkanlığı, 2018c) . The percentage of people over 45 has reached 29.6% within the population in 2017 (Türkiye İstatistik Kurumu Başkanlığı, 2018a) . Decreased quality of life and deterioration in health status can be expected due to increasing median age in our country.
In this study, we aimed to measure the quality of life of adults over 45 years old living in Silivri district of Istanbul and to show the relation with sociodemographic factors.
For this purpose, we performed a Turkish version of SF -36 in our study to the people living in the neighbourhoods of the Silivri district. We also attempted to determine the relationship between age, gender, education, BMI and chronic illnesses and the quality of life of a population living in the rural and semi-rural settlement areas of Istanbul.
METHOD

Study Design
It is a cross-sectional study.
Sample
The population of the study consisted of 25,331 adults over 45 years of age living in Silivri. The study was conducted within the scope of internship education (Grade 6 Program, Medicine Faculty). In one year, the accessible part of the study population was tried to be reached. For this reason, a sample size calculation was not made.
Data Collection
The questionnaires were made with a face-to-face interview at public places, family medicine centers, local authority service units, etc. The questionnaire was applied to 705 of the total. Our study population represented 3% of the total. This was mentioned as a limitation. In our study we aimed to meet people outside their homes instead of visiting them in their homes. This explains the reason why we have more males in the study.
This study was started in January 2016 after obtaining the necessary permissions and lasted until December 2016. We tried to meet people over the age of 45 by obtaining their data from the mukhtars (headmen) of the neighbourhoods of the Silivri district.
In our study questions on demographic status were asked beside the 36 questions existing in the SF 36 forms. The Short Form-36 Health Survey (SF-36) makes it possible to measure the quality of life of a population and make comparisons between different populations. The scale was developed by Ware (Ware Jr & Sherbourne, 1992) . The Short Form-36 Health Survey (SF-36) is an eight-dimensional measurement of various health parameters (Ware JE & Gandek, 2014) . SF-36 does research about health-related quality of life including role-physical, physical function, physical pain, general health, vitality, roleemotional, social functioning and mental health dimensions. It has a general utility for measuring health concepts related to functional capacity and well-being of all. This general measure can also be practised in a population with any disease, such as in general populations. SF-36 is also a suitable measure for comparing various disease groups, such as lung and stomach cancer patients. SF-36 has been reported as useful in clinical practice, research, health policy evaluations, and population surveys (Brown et al., 2000; Ware JE & Gandek, 2014) . Ten of the questions were related to Physical Functions, five of them were related to Mental Health and General Health, four of them were related to Physical role restriction and vitality, 3 were related to Emotional role restrictions and two were related to restrictions on social functions and feeling pain. The remaining one was related to health status for more than a year. The questions were collected together under 8 subtitles. The validation and reliability studies of the Turkish version of SF-36 were carried out in patient groups in 1999, making it possible to carry out studies on the Turkish population. For each subscale of the scale, the Cronbachs alpha coefficient ranged from 0.73 to 0.76; item-total score correlations were also found to be significant (Kocyigit, 1999) .
The participants gave appropriate answers for the questions in the SF-36 scale. Scores changed from 0 to 100 for each domain separately. "0" indicates the worst health quality and "100" indicates the best health quality.
Data Analyses
Statistical analyses were performed using the SPSS version 15.0. Descriptive analyzes were shown as mean±standard deviation or in frequencies (n) and percentages (%). Chi-square test was used to compare the differences in proportions of categorical variables between groups. The normal distribution of the data was tested by the normality test (Kolmogorov Smirnof Test). Student t test and Kruskall-Wallis Test were used for comparison of quantitative variables. Mean and standard deviation were estimated for the Health level points. The median of health level points were accepted as a cut-off point and logistic regression analyses were applied to each health condition separately. We tried to estimate the Odds Ratios of the Gender, BMI, age, education and any existing disease as an independent variable. Logistic regression analysis was used to determine the factors affecting SF-36 test variables. A value of p< 0.05 was accepted to be statistically significant.
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Ethical Considerations
This study was permitted by the Ethical Committee of the Cerrahpasa Faculty of Medicine and the study was conducted with respect to the principles of the Declaration of Helsinki. Informed consent was obtained from participants.
RESULTS
A total of 705 individuals were interviewed: 597 men and 108 women, with a mean age of 60.36±11.77 years. Most of the participants were in the 45 to 64 age group (63.2%). (Table 1 ) There is no significant distribution differences between the age groups according to gender (p=0.243).
Age: The physical function found to be statistically different was according to age. Participants younger than the age of 65 have a higher mean score than participants older than 65. (Table 2 ) As seen from Table 3 , we found that people older than 65 are under 2.5 times more risk than people younger 65, according to physical functions. On the other hand, Mental Health score of the participant found significantly different according to the age of the participants where older than the age of 65 have higher mean score than participants younger than 65 (Table 2) .
Gender: In our study, apart from mental health scores, we determined that there are statistically significant differences between males and females according to the scores of the health quality of life parameters. According to our results it is possible to say males have higher health quality scores than females (Table 2 ).
Health Status: People determined as healthy differ from the people determined to be unhealthy according to their average scores of quality of life variables, apart from Mental Health (Table 2) . People with any chronic diseases influences feel pain 2.3 times more than people with no chronic diseases (Table 3) . (Table 2) . Among the variables of quality of life, the social function is estimated to be under 2.8 times more risk among those never married compared to those who have been married. Emotionally, those who have never married have 1.9 times more risk than those who have married (Table 3) .
BMI:
There is a significant difference present on bodily pain and physical function among the variables of quality of life according to the BMI classification. These differences come from the group where the BMI is between 35-40, with the worst mean scores (Table 2) .
Education Level: Among the variables of quality of life statistically significant differences were found on GH, BP, PF, SF according to the education level. According to the results of the statistically advanced examination mean scores of the people with no education differs from the people who have received primary or secondary school education (Table 2 ).
DISCUSSION
When we examine studies which have been conducted on the subject of the quality of life in connection with health, we find that most of these were conducted in developed countries. The numbers of studies on the subject in our country are quite low (Demiral et al., 2006) , and there is no other study in the district of Silivri, which represents our population. Our study is the first study on the subject on the population of Silivri.
As stated in the section on materials and methods, the number of male participants in our study is higher. This is also seen to be the case in similar field studies. The main reason for this are the low participation rates among female individuals in studies conducted in the field. This can be evaluated as a limitation of our study.
The expected years of life for women are usually 7 years longer than men (Vlassoff, 2007) . As seen from our results and the manuscripts used, women get these 7 years through with low quality of life. This is due to the morbidity associated with long-term illnesses and body aches that limit their physical and social life. On the other hand, marital status was found to have influences on social life and emotional problems as much as gender, in the same way.
The fact that pain and analgesic effect differ in men and women has attracted great attention of scientific community and clinicians especially in last decades. Vlassoff Carol has stated that gender is an important factor which determines health, both economically and biologically. In patients with rheumatoid arthritis, male patients are dispatched to the arthritis clinic much earlier than female patients. Osteoporosis and depression are largely diagnosed in females (Vlassoff, 2007) .
Apart from similar results between two genders in mental health parameters, elderly women have been reported to have lower scores on physical health parameters in a study from Iran. And also, the decline in physical health has been referred to economic poverty and many problems which affect quality of life of women in the same study (Tajvar, Arab, & Montazeri, 2008) . Similarly, our results show that females have lower scores in physical health parameters but not in mental health parameters. Although women's status in social life in Turkey and Iran are not totally the same, there are many similarities. These results are not surprising when similar geographical and sociocultural characteristics are taken into consideration. There are many studies which have mentioned that males have better general health scores than females (Curcani & Tan, 2011; Fillingim, King, Ribeiro-Dasilva, RahimWilliams, & Riley, 2009; Kirchengast & Haslinger, 2008; Kroenke & Spitzer, 1998; Lima et al., 2009; Pappa, Kontodimopoulos, Papadopoulos, & Niakas, 2009; Regitz-Zagrosek, 2012) . According to our results it is possible to say that males have higher health quality scores than females. Rollman & Lautenbacher (2001) reported that musculoskeletal pain was more common in females than in males. Some new studies have examined differences in gender, regardless of where the chronic musculoskeletal pain is located. In a survey of 85,052 people living in 6 different continents, the prevalence rate of long lasting pain was reported to be 45% in females and 31% in males. Also some studies have taken attention chronic musculoskeletal pain is more common in females than males (Blyth et al., 2001; Bouhassira, Lantéri-Minet, Attal, Laurent, & Touboul, 2008; Rustøen et al., 2004) .
Several studies of prevalence and severity of back pain in Europe have examined the difference between women and men. In a study in Sweden, the pointprevalence of SF-36 bodily pain severity was reported to be 24% in women and 21% in men. Ihlebaek et al tested for gender differences in the lifetime, 1 year, and point prevalence of low back pain among working persons in two neighbouring regions of Norway and Sweden. The prevalence of low back pain was higher in females than in males in both regions during the entire study period. However, the lifetime prevalence of low back pain among men living in the Norwegian region was higher than that of women (Ihlebaek et al., 2006) .
We have found in our study that females are under 2 times more risk than males in terms of having had bodily pain.
Women in our study were found to be nearly under 2 times more risk than men in terms of having worse vitality scores. SG Kornstein et al found in their study that women have significantly lower scores in terms of the area of vitality (Kornstein et al., 2000) .
Most studies mention that women suffering from physical problems more than men. In our study, we found that women are under 2 times more risk than man in terms of having physical problems. This can be explained with females having a greater frequency of musculoskeletal pain than males, as concluded by Rollman and Lautenbacher (Rollman & Lautenbacher, 2001) .
People with any chronic diseases influences feel pain 2.3 times more than people with no chronic diseases. İt is mentioned that there are few studies on HS and HRQOL (Van Son et al., 2013) . Most of the studies interest with Health Quality of life and health status focused on separate chronic health condition. In a study which has been made with similar methodology in Turkey, participants who have chronic disease had significantly lower scores than participants who haven't chronic disease. Our study reports similar results (Canbaz, Sünter, Dabak, & Pekşen, 2003) .
People who have never married have significantly lower scores according to the variables of SF36, apart from mental health. 30 years ago, Gove introduced the theory of gender-related mental illness, which links women's psychological distress to their role in society. The main point of the theory is that marriage is not beneficial for women while it is emotionally beneficial for men (Simon, 2002) . In a multilevel analysis by marital status, it was reported that single men had substantially worse QOL (both EQ-VAS and EQ-5D) than married men. However, according to EQ-VAS, the observed QOL values were higher in unmarried women than in married or divorced women. When assessed using EQ-5D, the QOL scores of single or divorced women were lower than married women (Han, Park, Kim, Kim, & Park, 2014) .
Our results support the hypothesis of Gove. We found that single people are approximately under 3 times more risk of having worse social functions and under 2 times more risk of having emotional problems.
The BMI and education level found as factors which influence the quality of life to be Gender, health status, marital status and age.
Limitations and Strength
Our work has some limitations. Perhaps, most important of these limitations in our work is the low number of women participant. The reason of this, we tried to meet people outside their homes instead of visiting them in their homes. Therefore, women could not be reached due to cultural reasons. Another limitation is our sample size. Our study population represented 3% of the total.
CONCLUSION AND RECOMMENDATION
In our study, women living in Silivri district were found to be riskier for physical pain, physical problems, physical functions, social functions, emotional problems than men. We have found in our study that women are under 2 times more risk than men in terms of having experienced bodily pain. Age, gender and marital status seem to have greater influence on the variables of SF 36, even with the determined differences on the mean scores of SF 36 variables according to BMI and education level.
